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(1) A search ofthe British journal Medical Education for the last 7 years (1979) (1980) (1981) (1982) (1983) (1984) (1985) revealed that it published 13 articles or abstracts on the teaching of communication skills. Eleven were concerned with undergraduate education and 2 with the further education of trainees in general practice. I surveyed the American equivalent, the Journal of Medical Education, for the same 7 years and found that there was a modest literature on the teaching of communication skills to other groups of doctors including paediatricians', psychiatrists2 and physicians in internal medicine3. (2) To see whether the difference across the Atlantic was due to a different choice of journal, I searched Index Medicuw for the last 5 years and conducted a Medline search for the same period. IfBritish doctors are publishing their scientific studies elsewhere, it is in journals that are not listed in Index Medicus. (3) Finally, in case there is a great deal of activity that has not yet resulted in publications, I sent a brief questionnaire (6 short questions on one side of A4 paper) to 16 postgraduate deans. Eight kindly replied. As one of them added 'I hate you alongside all other questionnaire senders', I did not risk a reminder to those who had not answered, but a response rate of 50% to even a single request from a colleague suggests that the subject does not inspire the same eloquence in deans as more emotive subjects like UGC cuts or overseas student fees.
The 8 replies I did receive were from deans whose parishes include about half the population of Great Britain, so they probably give a fair picture of the national scene. I shall quote the findings later under my two main headings, but can summarize the responses by saying that although lip service is paid to communication skills (comments like 'the importance of communication is stressed in all our courses'), there is little evidence of organized teaching on the subject on a large scale.
However, I must add two caveats. My enquiries dealt with organized postgraduate education, the sort that is provided by postgraduate institutes in the regions and postgraduate schools. This is only a small fraction of postgraduate education. Most of it always has been, and still is, largely dependent on imitation and practice. This is a method of teaching communication which is validated by millions of years of evolution. We all learned to speak by imitating our parents, siblings, school friends and teachers, by reading books and listening to radio or watching television. The English teacher played only a minor role. This is the way doctors have learned how to communicate with patients since before the time of Hippocrates. Britain has a long period of supervised clinical practice (many would say an excessively long period) as the main requirement for accreditation in a specialty and might be expected to train its doctors particularly well in talking to patients.
Secondly, viewed from the Dean's office of the Royal Postgraduate Medical School, the British system seems to work well. Students who struggled to present a case history in half an hour on reception nights grow into house physicians who present it succinctly in 5 minutes. By the time they are senior house officers or registrars at Hammersmith Hospital they wrap it up in a few telling phrases; they take much better histories and present them more fluently than I have done at any stage in my career and they excel at Wednesday morning staff rounds. Their clarity of presentation, economy of words and comprehension of the patient's whole problem leave the older members of the audience agape. Ifyou doubt it, visit us any Wednesday morning at 10.15 am (except Christmas week and August) and choose your date at random. Of course, RPMS is not a zandom sample of British medicine. Our job is training future leaders of academic medicine; they compete fiercely for their posts and are often multi-talented individuals whose education has included an Oxbridge degree and a BSc or BMedSci. Their polished performances in the Stamp Lecture Theatre are assured by repeated rehearsal in front of their consultants and their even more critical peers. However, the impression that our house physicians and SHOs are getting better and better by the year is not confined to Hammersmith Hospital or to those who have progressed from believing that policemen are getting younger to worrying about the youth of the Association of Physicians.
The questions that postgraduate educators who are not providing courses on communication skills (including myself) must ask are: (1) Do we need anything more than our existing system of example, exhortation and practice? (2) If so, are we confident that anything we add to it will improve on the present system significantly and over a long period.
The answer to (1) is almost certainly 'yes'. We would expect this on biological grounds because learning communication by example and practice is peculiarly a skill of children. Adults rarely learn a new language without an accent and they are more dependent on grammar books and Linguaphones than are children. Patients often express dissatisfaction at the ability, or willingness, of their doctors to talk to them and centres ofexcellence receive at least their fair share of such criticism.
The second question is much harder to answer in the absence of an adequate literature on the development of communication skills by graduate doctors. Since the junior hospital doctors in Britain who make up most ofour trainees in all specialties consist of a majority (about 70%) who graduated in this country and a minority (about 30%) who graduated Neither of these is an indication that the doctor speaks English at the same standard as those who acquired it as a first language, and the assumption is implicit that, given some reasonable time during which to practise the language in supervised posts, these doctors will eventually reach the native standard or something close enough to it to enable them to practise medicine with a negligible handicap. There appears to be a virtual absence of literature on whether this assumption is correct and, if so, how long it takes the average doctor (and the doctor who finds it difficult) to climb the learning curve and reach a plateau of linguistic competence. In my questionnaire I enquired what arrangements were made by postgraduate deans to detect doctors who were having difficulty and to help them improve their English. Most of the replies indicated some awareness that the problem exists; for example, tutors in Liverpool are asked to watch out for doctors with a language problem and refer them for special tuition. However, only two regions mentioned well developed schemesthe Northern region and Wessex. Professor John Anderson gave some details of the Newcastle scheme (Northern region) which I also know from my years in Newcastle. The Language Laboratory there is willing to assess all new overseas doctors and gives a very helpful analysis of their deficiencies, e.g. in vocabulary, pronunciation, and sentence formation. Remedial courses are offered which are provided free of charge to registered postgraduate students. The arrangements seem similar in Southampton (Wessex region). I know from my own experience at Newcastle that they are a great help to overseas students attached to the teaching centre for organized courses, provided they can be persuaded by their supervisors of the need to invest the substantial personal effort involved. However, they are not widely taken up by doctors in paid employment by the NHS and it would be logistically difficult and expensive to provide them at all the district general hospitals in which these doctors work, some of them several hours' journey from the Language Laboratory.
In the absence of many factual data, I have to fall back on personal experience, which included sharing an outpatient clinic over 20 years with more than 40 overseas doctors. This experience spans the years before and after the introduction of the PLAB examination and it includes doctors who were exempted from the test after its implementation. Like other immigrant doctors to this country, they included many who had learned English at school and spoken and read it throughout their university training; this description fits all those from the Indian subcontinent and most of the other Commonwealth countries. Their command of written and spoken English was usually excellent and their only problems, if any, were pronunciation and word order. Some who had learned English from teachers who had it as a second language had deeply ingrained habits of mispronunciation and word order. British colleagues were often too polite or indifferent to help by correcting such mistakes, and when the effort was made (repeatedly and conscientiously in the case of some of my own close associates) it was often unsuccessful.
I know of no studies to determine how far, if at all, such mispronunciation interferes with historytaking or explaining treatment to British patients, who are very tolerant oftheir doctors' idiosyncrasies. I can only judge from the reaction ofmy own patients, who complained on this score only in the case ofa few doctors whom I also found difficulty in understanding unless I was concentrating hard or until I was helped by long familiarity. I also know of no studies on how possible it is to change these deficiencies in the spare time available to working doctors, though I expect the information is available somewhere in the literature on linguistics.
The other group of doctors of whom I have experience is those who are learning English for the first time. In Newcastle they came mainly from European countries such as Greece and Spain, from Thailand and from South America. I have the impression that at this stage they are more malleable in terms of pronunciation than those who have long-established faults and who, like two-finger typists and righthand-only pianists, may be more difficult to teach than complete beginners. However, they had bigger defects in vocabulary, as expected, amd more often gave rise to complaints from patients over communication.
Nationals from the European Economic Community are not required to sit PLAB and their linguistic competence is judged only by their employers. It would seem from my experience that they may still have gaps in their communicative abilities, despite passing acceptable language tests, and may be in special need of additional help in their first year or two in this country.
The problem of communicating with patients in a second language, which is so common an experience is this country, seems to have given rise to remarkably little research, to have stimulated only a limited response from those in postgraduate education, and to have left any with an unsolved problem largely to their own devices.
The difficulty is not confined to those from overseas. Thirty percent of the patients I see at Hammersmith Hospital speak to me in their second language, or through an interpreter. Their first languages include Polish, Hindi, Urdu, Iranian, Cantonese, Arabic, Greek, Singhalese and Tamil, to name a few, so the communication block cannot be overcome by sending me to the Language Laboratory. It has to be tackled by mobilizing help from family, official interpreters, doctors and paramedical professionals from the same country (with which Hammersmith is fortunately endowed) and other measures which are outside the topic ofpostgraduate medical education. I have aired this sensitive subject at some length because I feel that the PLAB examination, by its concentration on the idiomatic terms in which patients describe their symptoms, has diverted attention from a more fundamental difficulty. All doctors, whether native, visitor or immigrant, have to learn different dialects as they move around the country. Before going to Newcastle I knew from my Edinburgh days that the oxter was the armpit and the lisk was the groin, but I had no idea that the backbody was the anus or that the forebody was the vulva in the female and the penis in the male. Such terms are easily picked up and incorporated into conversation with patients by those who are at ease with the language itself. It may be harder for doctors brought up in this country to cross cultural barriers and realize that many scientific terms we think are now in common use are misunderstood by less educated patients; Scott and Weiner4 compiled a dictionary of 'patientspeak' to help doctors choose simpler terms. However, their study seemed to confirm my own impression that we more often err by using a wider English vocabulary than our patients than in excessive use of technical terms. That is probably even more true of Britain than of the USA where jargon is more accepted and honoured. In this respect immigrant doctors may be at an advantage over their nativeborn colleagues.
However, it is my impression from watching doctors of many cultural and linguistic backgrounds in the MRCP examination that the most difficult test of communication, during history-taking and examination, is spotting that the patient has failed to understand an apparently simple request or statement and responding appropriately. A well-phrased request like 'Please relax, let me move your big toe up and down, and tell me which way it moves', which seems perfectly adequate to those familiar with the manoeuvre, often results in the patient moving the toe himself and saying which way it ends up, not which way it moved; presumably that is what patients feel the doctor ought to expect them to do. The sensitive doctor, in tune with his patient, repeats or rephrases the request, without raising his voice, until the message gets through. That requires facility with common, everyday English words and phrases, not with technical terms or idioms. Helping doctors to gain that facility as soon as possible after they arrive in this country is surely an aim which deserves more study and effort than it has hitherto received.
Training in communication skills for all British doctors
The replies to my questionnaire suggest that the problem is taken quite seriously by some specialties such as general practice and psychiatry; these receive specific mention from Northern Ireland, Birmingham, Leicester and Southampton. In some regions other specialties have access to such teaching but specific courses are uncommon. In Manchester the Postgraduate Dean personally runs a weekend course for doctors in any specialty. In general, however, there appears to be a dearth or absence of teaching in large sections of postgraduate medicine, including general medicine, general surgery and their subspecialties.
This cavalier attitude to communication skills in trainee physicians and surgeons contrasts with our concern for physical examination. Despite all our efforts in undergraduate schools, the performance of students in the final MB examination often arouses adverse comment from external examiners. Similar remarks are bandied about at every examiners' meeting for the MRCP. Those who run pre-MRCP courses have an unaccustomed opportunity to see their own SHOs, on whose findings they place nearly total reliance, perform physical examinations before their eyes. They are chagrined to find many slapdash techniques which would offend any Censor or Procensor of the College. Since we readily accept, and confirm, that there are defects in this aspect of undergraduate education, and of supervision during postgraduate education, and that regular practice at physical examination does not always make perfect, it is surprising that we have been so reluctant to suspect the same problem with history-taking and offering professional advice.
I suspect that there are two main reasons. Postgraduate education, unlike undergraduate education, has no captive audience. It responds to demand from the candidates backed by a willingness on their part, or that of their health authorities, to pay the bill. Their demand is to a large extent created by postgraduate examinations.
To understand postgraduate courses in medicine one therefore has to inspect the MRCP examination. In Table 2 I have set out the communication skills that are tested in the various parts of that examination. Two of them-the long case and the oral examinationseem at first sight to be searching tests of communication skills. However, it is well known to candidates that (a) their technique of physical examination will be scrutinized during the short cases but their history-taking will be judged only by their presentation of the long case, after they have been closetted for an hour with the patient in privacy; (b) the long case carries less weight than the short cases in the marking system and most candidates who fail the clinical examination do so in the short cases; (c) the oral examination does not inspire confidence in most examiners; it is believed to be the least reliable part ofthe examination which some examiners, including myself, have sought to see eliminated from the test. It carries even less weight in the marking system than the long case. The Royal College of Physicians has taken the view that, since this is the only place in the examination where the ability to handle emergencies, and the ability to advise treatment, can be tested it would be better to retain and improve it. However, I know ofno moves to study it more scientifically and reform it in the light of the results. I am therefore not surprised that there appears to be less demand for courses in communication skills than for those in physical examination, all of which are heavily oversubscribed.
Consequently, ifwe believe that formal instruction in communication skills should have a place in postgraduate education in general medicine, we must persuade the RCP to modify its examination and publicize the fact that it has done so. Since there is so little literature on such teaching for trainee internists, we have to decide whether to proffer that advice to the RCP on the basis of studies in other specialties or during the undergraduate course. Studies in general practice have been particularly concerned with correcting a tendency to concentrate on direct questioning, which is deemed suitable for some aspects of history-taking in organic disease, at the expense of open-ended questions which are more suitable for eliciting psychological and social complaints. There is some evidence that the increasing slickness in taking and presenting case histories, to which I have referred, is bought at the price of some corner-cutting, and that a brief retraining period has at least a temporary effect5'6. It is possible that trainees in medicine, surgery, obstetrics, etc, also require this reorientation but it would be unsafe to assume it without study. The consultant surgeon at Hammersmith Hospital is expected to see 12 new patients in a 3-hour outpatient session. The load may be heavier in some district general hospitals and is unlikely to grow lighter in a cost-conscious health service absorbed by performance indicators such as the number of new outpatients per consultant per
session. An open-ended questioning style that is appropriate to a psychiatrist or general practitioner may not be the best for the breast clinic or the orthopaedic outpatient department.
My familiarity with the literature on the teaching of communication skills in undergraduates is recently acquired and incomplete. However I share some of the reservations expressed by Sanson-Fisher and colleagues7 about the methodology of many of the studies published up to that time, and they could be applied to some that have been carried out since. The most serious is the omission from some of a control group exposed only to the learning processes ofimitation and practice. Others have judged success by the acquisition by students of a particular interviewing style which the authors held to be superior, rather than by a proven ability to acquire more crucial facts in a given time, to arrive at more correct diagnoses, to impart more information to patients or to give them more confidence and satisfaction in the process.
Consequently, I am not yet convinced that it has even been shown conclusively that group observation and discussion ofstudent interviews8 9, replay of videotaped interviews'0 or the use of simulated patients" offer any intermediate-term advantage over the traditional and inexpensive medical school approach. If that were accepted it would still be necessary to show whether a 'booster shot' during postgraduate education prolonged the effect of undergraduate training or enhanced it. Engler and her colleagues'2 found that videotape evaluation of student interviews improved history-taking skills (though without a control group) but that much ofthe improvement was lost a year later. It may well prove that there is an ideal time, or times, for such training during medical undergraduate and postgraduate medical education and that they can be arranged like a vaccination schedule.
I do not underestimate the difficulty of obtaining such information. Studies on undergraduates have been difficult enough and they start with the advantages of large, fairly homogeneous, classes all at the same level of experience and motivated to finish an investigation. Studies on groups of postgraduates will be far more difficult. Nonetheless, they seem to me essential prerequisites for a nationwide programme oftraining for postgraduates. I am chastened by our experience in teaching physical examination, which has been a growth industry of the last two decades. The very wide margin of observer error13 has been largely ignored. Students are taught the 'best method' and candidates are penalized for using alternatives, when there are no studies to determine which is really the best. I would be very surprised if it could be shown that whether a patient has 0, 1 or 2 pillows behind his head and shoulders makes any difference to the success rate of abdominal examination or that testing for shifting dullness added anything to inspection of the abdomen, percussion of the flanks and detecting a fluid thrill in diagnosing ascites. I am virtually certain that several methods of examining the visual fields by confrontation would give better results than the standard one taught-to students, reproduced in books and expected of MRCP candidates. Had we started properly, by testing all our methods of physical examination against the many confirmatory tests now available, proceeded to a consensus conference on what methods are preferred and which alternatives are acceptable in the MRCP, and revised our opinions every few years, I am sure that many revered physical signs would have been abandoned and much dogma dispensed with. In communication skills we start with almost a blank sheet. Koran"3 dismissed history-taking in one short paragraph which said that there were no studies of observer error in history-taking that met his criteria. A lot has been written since 1975, but not much of it has dealt with observer error or analysed history-taking in terms of the facts assembled. Fortunately at least one study14 has concluded that a study of a student's case record gives a better assessment of his 'data-collection skills' at a much lower cost in teachers' time than direct observation of interviews, so answering some ofthese questions may not prove as profligate in human effort as one might expect.
I am optimistic about the outcome of wellconducted studies. If I did not believe that showing a well-motivated, intelligent individual his strengths and weaknesses, and encouraging him to build on the former and correct the latter, had some effect, I would not be in education. I have moved to full-time postgraduate education because I believe that even mature adults with well established habits can make some progress in improving their performance. However, it gets harder as you get older so it is doubly important to postgraduate teachers to have evidence that their courses will bring some benefit to the individuals and authorities who pay the considerable costs.
Where do we go from here? Postgraduate institutes like RPMS are under great pressure to survive by improving their research (to attract UGC selective funding) and by offering courses for which there is a proven demand (to raise tuition fee income). The stimulus to embark on educational research is vanishingly weak. Vocational postgraduate education, which includes the teaching of communication skills, is primarily the responsibility of regional postgraduate deans. However, I doubt if they have the resources to conduct research on the subject, on the scale that is required, and the replies to my questionnaire suggest that it is rather low in their scale of priorities. I doubt if a project grant application on this topic would last long before an MRC Grant Committee (or the Systems Board if it were given the blessing of the Health Services Research panel) in the present state of perceived penury at 20 Park Crescent.
It would seem that we need a major initiative by some other body with funds to back itperhaps the Wellcome Trust or the King's Fund or even the UGC. This may seem an outside chance but I hope that the scarcity of resources for such research will not deter us from tackling the problem in the right order, viz: (1) A more exhaustive review of the literature to see if there are more relevant studies than I have unearthed which make further research unnecessary. (2) If not, set up studies meeting at least the criteria ofSanson-Fisher et al.7 (Table 3) to assess the need for further training in the groups which have largely escaped study (British trainee physicians, surgeons, obstetricians, etc). (3) If the need is confirmed, as expected, set up equally rigorous studies to see ifthe need can be met by any ofthe existing strategies, or new ones. (4) Judge the results as critically as those of any other medical research. (5) If they withstand the scrutiny, apply them in designing
